may more likely be realized, as the dying person may be more able to act as ''master of ceremonies'' in this context. 8, 9 On the other hand, with the movement of professional services into this context, dying may be more controlled and managed through the medicalization of care. 10 Little is known about how the experience of in-home palliative care unfolds, particularly from the perspective of those who are dying. Approaches that optimize the quality of EOL care might be informed by investigation of this subcultureVthe values, meanings, beliefs, norms or patterns of behavior, relationships, artifacts, and knowledge that people learn and create through the process of socialization in this context, thereby ultimately enacting shared understandings that guide and are expressed in everyday life. 11, 12 The purpose of this article is to present the subculture of home-based palliative care as experienced by people older than 65 years who are dying of cancer.
v LITERATURE REVIEW
There has been limited investigation of the culture of EOL care. Much of this culture has been exposed through investigation with families and professionals within institutional contexts. Australian investigation of a hospice unit and a community hospice service 13, 14 revealed that nurses bring to care interaction and relationship understandings of ''good deaths,'' in which dying persons confront, accept, and prepare for death and a peaceful, dignified dying; and ''bad deaths,'' characterized by a lack of acceptance of death or a failure to actively pursue fulfillment of living while confronting death. This, in turn, may shape the culture of care, particularly psychosocial care, as experienced by their clients.
People receiving EOL care have been found to value psychosocial and spiritual care as highly as physical care 15 and the opportunity to express their feelings to significant others. 16 Families of palliative care clients have been found to rate respect for and nonabandonment of the patient as two of five ''outstanding'' palliative care practice behaviors. 17 Empirical evidence suggests that individuals receiving palliative care also have spiritual needs 18 and want these addressed. 19 In general, people believe in the benefits of effective communication specific to EOL care and the needs of patients and families. 20, 21 But biomedical aspects have been reported to more often be the focus of palliative care. 15 Moreover, recent ethnographic investigation also has uncovered that providers of palliative care often feel inadequate and uncomfortable in addressing spirituality 22 and in talking about death and dying. 23 In fact, the evidence also suggests that enactment of good communication and interpersonal relationships in not always the norm. A recent survey of 855 family members regarding community hospital in-patient EOL care 24 uncovered both positive and negative observations of health professionals' communication, care, respect, and compassion in the treatment of palliative care clients. Additionally, research 25 suggests that communication related to prognosis has been a source of dissatisfaction among palliative care clients.
Several studies afford further insight into the interpersonal relationships between clients and the professionals who contribute so extensively to the culture of palliative care. Research 26 suggests that communication, particularly active listening and attention to spiritual and religious needs, enhances the perceived ❖ ❖ ❖ ❖ ❖ quality of the dying experience. In turn, spiritual wellbeing has been found to have a positive effect on EOL despair. 27 As well, research on in-home EOL care 28 suggests that psychological well-being is enhanced by humanistic and egalitarian personal interactions with community nurses, in particular, by nurses' reassurance, support, and provision of security and comfort. Luker et al 29 observed the importance of the nurses ''knowing the patient.'' By contrast, Oudshoorn et al 30 found that nurses' educational/occupational status was a source of power in relationships with inhome palliative care clients, who may or may not exercise reciprocal power through personal control over their lives. A culture of liberation or domination, respectively, was observed within this care context. Taken together, these findings suggest that the human element of palliative care is important but perhaps not always well addressed, possibly because it is not well understood.
The sociocultural enactment of palliative care by dying people themselves has received very little attention. One study 31 has described the ways in which palliative care clients negotiate their care with nurses, identifying the inclination of clients to assume a passive role. In another study, however, through in-depth interviews with 100 terminally ill people, Kellehear 32 has portrayed the active and critical role that people play in the social management of their dying, enacting a good death through culturally sanctioned and prescribed behaviors that ultimately made death more meaningful for all involved.
While these studies afford some insight into the culture of palliative care, the dynamic nature of this culture as experienced over time has received limited attention. What is missing is an in-depth picture of the human experience of EOL care from the client's perspective.
v METHODS
An ethnographic design was used to explore the culture of palliative care as experienced by clients interacting with their family caregivers and providers within the natural setting of in-home palliative care over the last months of their lives. The study was approved by the ethics review board at the University of Western of Ontario and senior administrators and research committees in the community health agencies.
Four seniors (two men, two women), who ranged in age from 67 to 75 years, were married, and in receipt of in-home palliative care for advanced cancer, were purposefully selected for their appropriateness for informing the answer to the research question. Two clients were white, one was West Indian, and one was of African descent. One of these four clients was Canadian born, whereas three were immigrants to Canada. The socioeconomic status of the clients varied from the lower ($0-$20,000) to middle ($40,000-$60,000) range.
With informed consent, all participants completed a brief demographic questionnaire. The researchers (the four authors of this article) used two types of ethnographic data collectionVinterview and field observation. Four to six field visits to the client participants occurred over a period of 6 to 10 months. In their field observations, the researchers assumed the position of participant-observers, entering the everyday lives of these four clients as they experienced home-based palliative care. 33 During these field visits, in-depth interviews 1 to 2 hours in length (n = 4Y6 per client; total = 16) were conducted. A semistructured interview guide of open-ended questions was used to elicit discussion of what these clients thought was important about palliative care and how their relationships with their families and in-home care providers were enacted within the sociocultural delivery of palliative care. 34 Collecting these data from clients in the context of their own homes afforded the opportunity to observe nuances of communication, nonverbal expressions, and social interactions between and among family members and in-home care providers. Because ethnography is a coconstructed activity between participants and researchers, the researchers' personal perceptions, emotional responses, and insights also were recorded in the field notes.
The researchers reviewed the field notes along with interview transcriptions, initially coding key phrases and themes that emerged from the data and subsequently comparing and contrasting coded data to clarify the interrelationships of concepts and themes. 35 The research team met monthly to combine their individual analyses, exploring and expanding on the themes as additional data were acquired to create a holistic conceptualization of the experience.
An audit trail of activities and observational and interview data was maintained. Interviews were transcribed verbatim using NUD*IST software (QSR International, Australia) to ensure accurate data. Member checking with interviewees occurred in subsequent interviews to determine whether the researchers' interpretation had accurately captured their perspectives. Peer review of the preliminary findings by a group of in-home personnel, including nurses not involved in the study, helped the researchers to ensure that their interpretation made sense to others with experience in this field.
v FINDINGS
Senior clients receiving in-home palliative care described this experience as a journey of ''living while dying/dying while living'' ( Figure 1 ). This journey was dynamic, constantly changing within dialectical patterns of ''celebrating life/grieving losses,'' ''connecting with/ detaching from others,'' ''resigning to/accepting life circumstances,'' and ''holding on to/moving beyond life in the present moment.'' At one and the same time, the seniors in this study not only seized the individual opportunities and interpersonal relationships contained within ''living while dying'' but also confronted the challenge of ''dying while living'' within these relationships and experiences. Thus, these seniors enacted the fullest appreciation of mortal life possible. Simultaneously, however, they also struggled with the EOL task of developing connectedness to something more than one's physical being, conveying a loss of interest in mortal life and a preparedness for death. The following subsections present the thematic patterns of the dialectical experience of ''living while dying/dying while living.''
Celebrating Life/Grieving Losses

Celebrating Life
In keeping with social expectations that emphasize being a ''good patient,'' 13,14,36 the seniors in this study celebrated the life they still had by living one day at a time. Accordingly, they conveyed full appreciation of the moments and recognition of their ''good luck'' in having the opportunity for more life and sustained relationships. As one said:
Now that I am at the end of my life, I appreciate things much more than I did before. I appreciate life that I [previously] took for granted.
Celebrating life meant valuing time for one's mortal being and enacting that through everyday experiences. Everyday activities, symbolic of the cultural valuing of physical being, sense of purpose, productivity, 
❖ ❖ ❖ ❖ ❖
and social connectedness, 37 were assigned great significance.
I sort of more or less enjoy everyday as it comes. I especially enjoy a day when I can go for a nice walk when it's not too cold.
I'm energetic. I went for a nice walk yesterday and I've got electrolytes in my bodyII want that lifeI. This is important to me. I was supposed to be dead six months ago and here I am playing and enjoying life. It's great! [Life at present] means getting up in the morning and realizing I'm not dead! Saying, ''Oh boy I've got a whole day of interesting stuff to do.'' I do it and enjoy itII'm lucky.
In celebrating life, as described by Kellehear, 32 these seniors played an active and critical role in the social management of their dying, acting out culturally sanctioned and prescribed behaviors in keeping with the good death. Simultaneously, however, this socially constructed celebration of life contained mourning of the losses that accompany death.
Grieving Losses
Celebrating life brought a heightened awareness of its loss. The greater the appreciation of life, the greater the struggle with its loss. The best efforts of all involved could not overcome the physical and mental decline associated with terminal illness. As human life is embodied in concrete, physical activities on an everyday basis, 37 failure to materialize ''normal'' everyday life activities like driving, playing card games, and spending time with family and friends brought the experience of ''dying while living'' to the forefront:
II don't drive anymore of courseIwhich really pisses me off. It's the worse thing about this whole experience, you know, the driving.
IYou know, I need to get out or it is going to kill me... I'm dying slowly. I can feel it, not because of the cancer, but because of not being mobile, you know.
When I can't do that [go for a walk] it's not a full dayI I feel really stressed out. I feel like I'm already waiting to dieI I sit around and I look at TV and I read my book and what the hell am I doing? I want to get out of here, I want to do something.
I was a top notch bridge playerIand now about three times during a session, I miss what's going on andIdo something stupidIwhich is terribleI Given the societal valuing of ''normal'' physical and social activity, routinely equated to both quantity and quality of life 37 and the good death, being unable to participate in everyday life activities left study participants feeling marginalized:
IBecauseII am ill, I feel like a burden to other peopleII think they're sympathizing with meI and that bothers meII think that they come to see me because, oh, _______ [names self] is sick, I'll go and see him, they try and call, because ______ [names self] is sick, you know, and thatIbugs me.
Falling outside of the margins of everyday life meant that dying was experienced as an isolated, inhuman existence. Loss of ability to engage in mundane activities symbolized a downward spiral toward death, 37, 38 which was grieved:
I said to somebody, ''Some days I don't feel too good,'' and I'll say to them, ''It's just like being on death rowIyou know, you're waiting, but you know that things are not going to get that much better. '' In fact, ''dying while living'' was repeatedly emphasized, as both the disease and its treatment continuously notified the senior that his/her ''self'' was mortified:
I I would have rather had a damn heart attack than cancer. You knowIa heart attackIand die. But this, this disease that I have got, it, it's only prolonging my life it seems. So, I know that I am going to die, but it's taking its toll, taking its time. If I could change thatII would rather die todayIthan just go on and on and onIwith chemoIand stuff like thatII've never been so violatedI Ultimately, the sociocultural enactment of EOL care for cancer meant that clients experienced the intense existential intrapersonal isolation and aloneness described by others 39, 40 to be part of confronting death. Specifically, this intrapersonal isolation was portrayed as an experience of psychological separateness from others, despite interactions with other individuals and self-knowledge and integration of the understanding that one is dying. As clients were increasingly reminded of the ultimate loss, the loss of their mortal self, they reflected: 
Connecting With Others
Despite this existential intrapersonal isolation, and perhaps because of it, in ''living while dying,'' the participants in this study placed high value on their interpersonal relationships, doing their utmost to compensate with interpersonal connectedness and social reciprocity: They made a focused effort to ''connect'' with those for whom they cared; they gave care to their loved ones in the form of understanding and support throughout their anticipatory grieving; they prepared their loved ones for being on their own; and they consciously and conscientiously reached out to their loved ones, often expressing valuing of the relationship, reciprocating caring, and exercising tolerance and understanding. In keeping with social expectations of the good death, this effort seemed to reify and promote these seniors' idealized social being and, simultaneously, to promote connectedness to something more enduring than physical being, a connectedness encapsulated in the little understood spiritual dimension shared between and among human beings. As one of them described:
I think the most important thing, when my wife comes home, is for me to sayI''Did you have a good day?'' and give her a hug. That is the most important thingI Normalizing relationships through social reciprocity, another observed:
You have to give and receive, you can't just take, take, take. You have to give also.
A third participant said:
We're concerned about the happiness of the other, and I supposeIthat impending death affects that. You know you might as well try and make your spouse happy while you're still here.
She elaborated:
When he [her husband] is down [emotionally], he will kind of tell meImaybe not the way that a woman wouldI butII understand him. And we can talk about it nowI There is still some stuff which I am careful with, but, uh, all of the finances I have discussed with him, because I looked after all that. And I have trained him how to use the phone serviceI I trained him for the files that I filed, and I actually, needed to do a training session for all that stuff. I trained him how to do the email, and how to use the web. He did know some of it, but I made a point of sitting down and showing him more. And I trained him how to wash clothes properly so the black is not in with the whiteI I think, I'm at the point I can see that he will survive without meI
As well, the senior clients in this study identified their valuing of and appreciation for continuity in the relationships with palliative care nurses. One observed:
IShe [palliative care nurse] is very warm and nice, and I felt the only way to appreciate her warmness and kindness was to give her a hugI Sometimes I don't give a hug. But I reallyIlove that woman.
Sometimes, the clients' experiences of being connected with their nurses were in keeping with their sick role. As one described:
IWhen she came and I had so much pain, and she held my hand after she gave me the needle, those things mean a lot, you know, the touch.
Detaching From Others
While frequently describing efforts to ''connect'' with family and friends, study participants also described personal experiences of detaching and withdrawing from others who had formerly shared their lives. Often, this meant that they handed over their personal roles to those who would outlive them. The study participants withdrew from routine activities, stayed closer to home, decreased their social circles and interactions with others, and increased the time they spent sleeping. For example, they said: I don't work too much. I used to do the hangersV like the clothes closet, we have all the clothes hung on hangers, and I used toIall the timeIset them in certain groups, pant hangers here and double hangers [there], you know. But somebody else had to take over. I told them I had resigned from that job.
❖ ❖ ❖ ❖ ❖
II know how other people feel now to come and see me. I don't want them to come and see me anywayI
Interpersonal isolation and aloneness, that is, social isolation from other individuals as a function of geography, inadequate social skills, conflicted feelings, or other factors, 40 in this case, withdrawal from activities and social interactions because of decline of energy for and interest in life, were apparent. This interpersonal isolation seemed to be a part of participants' enactment of the developmental challenge of this EOL phase, intermingling with their existential intrapersonal isolation. One explained:
A lot of things aren't important to me anymore. I particularly do not want to see a lot of people. I want to be alone, but then, I do not want to be aloneI Another firmly asserted: ''I'm outta here!'' Detaching sometimes was extended to their palliative care nurses as well:
I don't know who is going to come today. It doesn't matter anymore, it doesn't matter.
II'm sick of people touching me, strange peopleII just can't handle it anymoreI The choice of detachment was not always theirs, however. Sometimes, significant others initiated the detachment, marginalizing the dying individual. As one participant described:
You knowItwo of my best friends in __________I I absolutely love them, and when I told her [that I was dying], she said, ''I cannot deal with it,'' and she never phoned meI It really hurts when you care for people and then they drop you.
Resigning to/Accepting Life's Circumstances
Resigning to Life's Circumstances
As previously described, in the mode of ''living while dying,'' to varying degrees, the study participants portrayed conscious awareness of the societal valuing of mortal life. Beyond enacting the social understanding of the good death, these seniors also constructed a physical enactment of the ''tamed death,'' 8 one that did not embarrass others nor evoke strong emotions but instead took place privately and secretly, a death more tolerable to survivors. Thus, these senior clients worked to manage their illness as best they could. This meant resigning themselves to what they described as a personal struggle, one of recognizing but simultaneously resenting their illness, the sick role, and the medicalization of everyday life, begrudging the passing of their lives yet, overall, resigning themselves to believing ''what will be, will be.'' II know the demon cancer is still thereIand it's a hell of a thingI You know you're going to die, you know the damn thing is going to kill youI Accepting Life's Circumstances When these senior participants were in the mode of ''dying while living,'' they transcended any preoccupation with their own physical health and mortality, accepting life's circumstances. While they dynamically fluctuated in and out of this sociocultural dimension of their EOL experience, this acceptance resembled Kubler-Ross's 41 final stage of dying, wherein the denial, anger, depression, and emotional struggle to resist the ending of life have been resolved. If and how much this sociocultural experience was shaped by a conscious effort to enact a good death remain unknown. However, the seniors conveyed, both verbally and nonverbally, acceptance of their reality in the present moment, transcendence of mortal suffering, and appreciation of the opportunity to have time to prepare for their death. They described being at peace with their destiny: In this pattern of everyday life, the study participants lived every day as though it might be the last, focusing on making it a positive and purposeful time. As one said:
What matters is right now, this moment, this life.
In accepting life's circumstances, these senior clients also seemed to consciously assess the personal attributes that were a part of their relationships in the past and attended to these self-assessments in an effort to compose their life's graceful completion. They elaborated:
If I could live my life over again, I would be more humble.
I'm learning to have more patience, more tolerance also, you know, and to be kind. You know, you have to be kindIsay kind words. It works out better for me anywayI ITo sum it upII've been nicer to people than I was beforeIYeah, I'm less arrogant.
Holding on to/Moving Beyond Life in the Present Moment
Holding on to Life in the Present Moment
Ultimately, study participants enacted ''living while dying'' by clinging to how they wished their lives would be. They did not want to die; they wished to live. They tried not to think about dying and how it might affect their families. They hoped that they could ''hold it ''Holding on'' was focused on retaining one's physical being as long as possible. The process resembled effort to optimize health as a resource for everyday living, in keeping with the salutogenic model of health. 42 This model suggests that individuals confronting stressors draw upon personal psychosocial strengths, resources, and confidence that things will work out as well as can reasonably be expected (all acquired experientially over their life course), in this way optimizing their health and working to overcome disease. Consistent with the tamed death, 7,8 these dying persons presided over their last days as master of ceremonies, sustaining the sociocultural patterns of their life roles. One senior, a mother of now adult children, explained:
II have to put more time into those kids, to talk to them, you know? They all [her children] are the ones who I obviously think are [suffering] the worst. They are the most sentimental and remember the most stuffIIn their opinion, I did good to themI
Moving Beyond Life in the Present Moment
Accepting that they were ''dying while living,'' study participants sometimes moved beyond equating their lives to mortal being and spoke positively about their ''life after life.'' They talked about not being afraid of dying and how they envisioned the beautiful ''hereafter.'' They reached out to their loved ones, reassuring them of their potential to transcend mortality. In keeping with the good death, these seniors enacted culturally sanctioned and prescribed behaviors aimed at making their deaths more meaningful for all concerned, and promoted disengagement, preparedness, awareness, adjustment, and acceptanceVa ''dignified death.'' 32 For example, they said: IYou know what will happen, but whatever will happen, God's with me. And so that's the way it is [laughter].
Their attention to EOL tasks was apparent, including the development of a sense of completion of worldly affairs and relationships, a sense of meaning in their own lives, a sense of a new self beyond loss, and the experience of love and letting go. 38 Their efforts at times paralleled previously documented sociology of the tamed death, 7 v DISCUSSION
The findings of this study are limited by the data collection methods used. Specifically, data were collected from home care providers separately; thus, first-hand observations of clients' relationships with providers have not informed this interpretation. Second, although field observations were conducted, these were used only to further inform interpretations of interview data. More detailed recording of field notes may have afforded greater depth of interpretation. Nevertheless, these study findings afford several insights of relevance to palliative care nursing. Previous findings about the nature of dying were apparent in ''celebrating life,'' ''grieving losses,'' ''holding on to/moving beyond life in the present moment, '' 43 and in the positive feelings and purposeful actions 44, 45 consistent with the tamed death, 8 the good death, 32 and transcendence of human being. 41, 46 But the findings of this study add to what was previously known. Insights reveal the nonlinear, fluctuating nature of clients' sociocultural experience of EOL care. The clients in this study contributed to this EOL culture through their own personal values, beliefs, behaviors, and actions, both shaping and shaped by their immediate and larger sociocultural contexts. But the physical context of inhome palliative care also meant that these dying individuals' own homes became both medicalized 47, 48 and hospice oriented, complete with both the ideology and the societal expectations of a good death. 7 Societal valuing of mortal life, social expectations associated with the roles assigned to those who are sick and dying, and cultural emphasis on normalizing life in the face of death were apparent throughout these seniors' accounts of their palliative care experience. But the accounts also revealed how seniors' EOL journeys evolved toward a life beyond mortal reality. As previously documented, the dying seniors' moods and actions often were positive, meaningful, and purposeful, defying assumptions of vulnerability. 45 These seniors created health 42 through physically and socially enacting the ''normal'' culture of everyday life and simultaneously confined their EOL experience within the boundaries of norms, values, and goals consistent with the good death. 7, 32 Consistent with the Western world's embodiment of life in daily activities 37 and reification of both quality and quantity of life, 38 these clients, in both word and action, tried to hold on to their former lives and worked toward management of their illness. 36 Accordingly, they constructed a relational culture in which they tried to be themselves, to connect with others and enact everyday life as it had been before cancer.
At the same time, however, their real-life suffering of disease symptoms spoke volumes to the seniors, their significant others, and their care providers, locking them into being detached, dying persons. Moved from the hospital into space formerly experienced as ''home,'' palliative care intruded upon and compromised this normally comforting, familiar context. 49 The dying seniors were rendered into ''clients''/''patients,'' with a ''sick role'' which, in the face of a diagnosis of terminal cancer, systematically mortified the ''self.'' 36 The seniors' physical status and care permeated their relationships. Socially, the heightened awareness of this state by all involved marginalized the seniors as dying mortals. 38 Psychologically, this state served as a personal reminder of the developmental task of connecting beyond people in their current context to something more enduring. 46 Sadness, grief, detachment, uncertainty, resignation, clinging to life, and desire for death 50, 51 were not uncommon. With no one apparently attending to and assisting them in constructing a congruent inner reality, these seniors ventured by themselves to address the developmental task of moving beyond their physical being, simultaneously hanging on to life and reaching out to death, as previously described by others. 43 In so doing, they confronted both existential intrapersonal isolation and interpersonal isolation. 40 The EOL journey held the potential to be selfactualizing and personally rewarding for all involved.
Its dynamic, dialectical, isolating nature invited attention to relationship building and individualized, responsive psychosocial support. However, this experience of ''living while dying/dying while living'' was neither openly recognized nor addressed.
While the developmental work of dying belongs to the terminally ill individual, nurses may be able to provide support throughout this process. Helping to overcome the conspiracy of silence that readily permeates EOL care is essential to achieving this aim. Nurses need to be present with and respond sensitively to the individual's personal efforts to undertake their EOL developmental task 46, 52, 53 and walk with clients through their existential struggles to forfeit socially valued roles and relationships. As previously observed, listening, empathizing, and comforting provide great psychological benefit, 54 achieving enhanced well-being, adjustment to illness, sense of control, and satisfaction with care. 55 Attention to the ongoing processes of relating and being, with particular regard for the spirituality, is clearly essential.
Clients' dialectical experience of connecting/detaching invites the possibility of bridging the potential gulf created by the existential intrapersonal and interpersonal isolation experienced by palliative care clients. Providers need to appreciate this ''doubleness of dying,'' 43 recognize that clients need to both connect and detach, and accept that these antithetical relational states may transpire at one and the same time. This may afford clients opportunities to talk about their experiences and receive empathetic support.
Receiving EOL care in one's own home clearly alters the context that may hold the greatest potential for comfort and support. Thus, nurses need to consider how best to go about palliative care in this context so as to retain the essence of ''home.'' Pain management and symptom management are unquestionably essential tasks; however, the tendency to enact and articulate nurses' ''expert'' role through such tasks has been reported elsewhere. 56, 57 While concrete expert actions readily become the primary foci of EOL care, when this happens, the sociocultural context of individuals dying at home is medicalized, marginalizing these individuals in roles focused on sickness and dying. This promotes both intrapersonal and interpersonal isolation and undermines work toward the developmental task of this phase of life.
To offset this tendency and enhance the quality of EOL care, nurses might place greater emphasis on being with the client in the client's own physical, psychological, social, and spiritual space and pay more conscious attention to replacing the language of the biomedical world with the language of everyday human interactions, adopting that of the client himself/herself. Additionally, nurses need to consciously explore their own attitudes toward death and caring for the dying prior to and throughout their involvement in palliative care. 58 System support is required to make this shift. Palliative care leaders need to ensure that the psychosocial dimension of care is recognizably valued through EOL care educational programming, resource allocation, and both program and staff evaluation.
v CONCLUSION
In keeping with the overarching Western scientific context, the clients in this study conveyed the sociocultural experience of EOL care as one of ''living while dying/dying while living.'' Study findings lead us to conclude that dying people endure a complex sociocultural struggle with little opportunity and support to facilitate their achievement of the developmental task associated with this phase of life. Clearly, nurses need to give greater attention to this aspect of palliative care in the home. To do this, however, nurses need not only self-insight but also system supports that recognize and assist their undertaking of what is undoubtedly an extremely difficult challenge, not only professionally but also personally.
Western society values having physical life. Thus, shifting the focus toward being 59 within the psychological context of people who are dying constitutes submersion in a culture that is not only foreign but also antithetical to the value of having life. To overcome this orientation, nurses need to attend consciously to how values, roles, and norms are socially constructed and conveyed within the context of palliative care and their own efforts to providing palliative care nursing. This means that nurses must not only confront and come to terms with their own mortality but also develop a conscious awareness and application of their own spirituality.
These aspects of personal and professional development and care provision are currently widely overlooked. As supported by other research, 60 nurses need EOL educational programming that better prepares them for this aspect of palliative care, and time to provide this important care. As well, palliative care nurses need informed collegial and employer support as they devote energies to this challenging aspect of their work. The findings of this study suggest the potential of such directions for enhancing the quality of in-home palliative care and afford insights into the particulars of how to achieve this aim.
